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Introduction
Spontaneous thrombosis of aortic abdominal an-
eurysms (AAA) is a rare but well recognised event.1
Some aneurysms thrombose because of occlusive iliac
disease and in this situation patients often present with
intermittent claudication rather than acute ischaemia.
Surgically induced thrombosis with extra-anatomic
bypass has been advocated as an alternative in patients
Fig. 2. CT scan showing a large aneurysm with contrast in the
lumen.
deemed at high risk for open repair. There have been
published reports of late rupture in both these situ-
ations.
We describe a case of late rupture in a patient who
presented 2 years earlier with bilateral claudication
and a 5.5 cm thrombosed AAA.
Fig. 1. CT scan showing narrow patent lumen below the level of
the renal arteries (arrow).
Report
∗ Please address all correspondence to: J. D. Beard, Sheffield A 68-year-old man with a past history of ischaemicVascular Institute, Northern General Hospital, Herries Road, Shef-
field S5 7AU, U.K. heart disease was referred with bilateral long-distance
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Discussion
Late rupture of spontaneous and surgically induced
thrombosed abdominal aortic aneurysms has been
reported in the past, which raises the question of the
need for surveillance.1,2
Schurink et al. studied the effect of thrombus on
aneurysm wall pressure and concluded that thrombus
within the aneurysm did not reduce arterial mean or
pulse pressure near the aneurysm wall and con-
sequently would not reduce the risk of rupture. Fur-
thermore, rupture could occur if a thrombosed sac
continued to be pressurised by collateral perfusion.
The implication of this is particularly relevant to recent
literature on endovascular aneurysm repair and en-
doleaks. Gilling-Smith et al. have suggested that pres-
sure within the aneurysm sac could be maintained
Fig. 3. CT scan showing complete occlusion of the aneurysm above through thrombus that was sealing an endoleak or
the level of the aortic bifurcation. even through the stent graft itself. They defined the
concept of endotension as “persistent or recurrent
pressurisation of the aneurysm sac following endo-
vascular repair”, present even with little or no intrasac
flow. Endotension causing continued expansion could
therefore, at some point, result in rupture of the an-
claudication. Clinical examination revealed absent eurysm. Surveillance following endovascular repair
femoral pulses. Duplex ultrasonography reported a includes regular evaluation of aneurysm size. In light
thrombosed 5.5 cm infrarenal AAA, with occluded of our case it seems reasonable to assume that the
iliac but patent femoral arteries. We decided against concept of endotension can also apply to a thrombosed
intervention because of a lack of significant symptoms AAA.
and an already thrombosed AAA. The patent channel supplying the inferior mesenteric
Two years later he was referred to the physicians artery may have always been present or it became
with epigastric discomfort, intermittent back pain and patent with continued aneurysm expansion. Con-
anaemia (haemoglobin of 9.5 g/dl). Repeat abdominal ventional ultrasound can identify a thrombosed an-
ultrasound showed a 6.5 cm thrombosed AAA. Three eurysm and reliably monitor aneurysm size but is
months later he developed severe abdominal and back unable to accurately identify low-flow endoleaks that
pain. Abdominal CT scan with contrast enhancement may continue to pressurise the sac. Levovist-enhanced
revealed a ruptured 12 cm infrarenal AAA. Contrast duplex scanning has been deemed the most reliable
was present in a narrow lumen below the renal vessels, at identifying such leaks but contrast CT remains an
which communicated with a patent inferior mesenteric alternative.4
artery (Fig. 1). The lumen expanded below this level We conclude that thrombosed AAA may remain at
(Fig. 2) but was completely thrombosed above the risk of rupture due to expansion caused by endo-
aortic bifurcation (Fig. 3). tension and should therefore have regular ultrasound
Emergency repair with an aorto-bifemoral bypass surveillance. An increase in diameter requires a
graft was performed. There was extensive thrombus contrast CT scan or levovist-enhanced duplex scan
lining the neck below the renal arteries necessitating to identifying patent channels within the aneurysm
a suprarenal clamp. On opening the aneurysm sac sac.
both common iliac arteries were found to be occluded
and there was a patent but small calibre inferior mes-
enteric artery (IMA). The right external iliac artery
was also thrombosed but the left external iliac artery References
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